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Abstract
Background: End-of-life conversations are rarely initiated by care staff in long-term care facilities. A possible
explanation is care staff’s lack of self-efficacy in such conversations. Research into the determinants of self-efficacy
for nurses and care assistants in end-of-life communication is scarce and self-efficacy might differ between care staff
of mental health facilities, nursing homes, and care homes. This study aimed to explore differences between care
staff in mental health facilities, nursing homes, and care homes with regard to knowledge about palliative care,
time pressure, and self-efficacy in end-of-life communication, as well as aiming to identify determinants of high
self-efficacy in end-of-life communication.
Methods: Two cross-sectional Dutch studies, one in mental health facilities and one in nursing and care homes
(PACE study). Nurses and care assistants were invited to complete a questionnaire in 2015. Multivariable logistic
regression analyses were performed to identify determinants of high self-efficacy.
Results: Five hundred forty one nurses and care assistants completed a survey; 137 worked in mental health facilities,
172 in nursing homes, and 232 in care homes. Care staff at mental health facilities were the most knowledgeable about
the World Health Organization’s definition of palliative care: 76% answered 4–5 out of 5 items correctly compared to 38%
of nursing home staff and 40% of care home staff (p < 0.001). Around 60% of care staff in all settings experienced time
pressure. Care staff had high self-efficacy regarding end-of-life communication with patients: the overall mean score
across all facilities was 5.47 out of 7 (standard deviation 1.25). Determinants of high self-efficacy were working in a mental
health facility, age > 36, female, with formal palliative care training, and knowledge of the palliative care definition.
Conclusion: Mental healthcare staff knew more about palliative care and had higher self-efficacy in end-of-life
communication compared to nursing and care home staff. Educating care staff about providing palliative care and
training them in it might improve end-of-life communication in these facilities.
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Background
In European countries, a substantial proportion of people
die in long-term care facilities (hereinafter referred to as
“facilities”) [1, 2]. In the Netherlands, for example, ap-
proximately 35% of people with chronic conditions die in
long-term care settings annually [2]. In this country, two
types of facilities specialize in caring for older people:
nursing homes and care homes. Nursing homes and care
homes differ in the availability of on-site physicians and
the complexity of care. Physicians are available on site in
nursing homes, whereas they are not on site in care
homes. Nursing home residents often require more com-
plex care than care home residents. However, both facil-
ities provide on-site care by nurses and care assistants and
both populations have life-limiting chronic illnesses and
are in the last phase of life [2–6].
Other long-term care facilities specialize in mental
healthcare. In the Netherlands, approximately 27,000 in-
dividuals with chronic psychiatric disorders are admitted
in the longer term or permanently to mental health facil-
ities [7]. Residents of mental health facilities are rela-
tively young. The treatment focuses on psychiatric
problems. However, as psychiatric disorders are associ-
ated with significantly higher morbidity and mortality
rates, mental health facility staff are also involved in the
care for seriously ill and dying residents [8–14]. In the
Netherlands, 400–450 people with chronic psychiatric
disorders die annually in mental health facilities as a
consequence of somatic co-morbidity [7]. Around two
fifths of the nurses working in these facilities provide
palliative care to psychiatric patients [14]. Hence, while
mental health facilities and nursing and care homes dif-
fer in patient population and care focus, all residents
(may) require long-term complex care until death.
As many people die in facilities, providing appropriate
palliative care within facilities has been receiving more at-
tention over recent years [4, 15]. Palliative care relieves
the suffering and improves the quality of life of both resi-
dents with life-limiting illnesses and their relatives [16,
17]. This is achieved by early identification and treatment
of pain and other problems of a physical, psychosocial, or
spiritual nature, using an interdisciplinary approach. Com-
municating openly about the end of life with both resi-
dents and their relatives is an essential aspect of palliative
care [16]. End-of-life communication is defined as “Com-
munication about issues of a physical, psychological, and
existential nature raised by the approaching end of life,
with the aim of providing the opportunity for residents to
cope with their condition, to assess residents’ care prefer-
ences, and to relieve suffering” [18]. Discussing the course
of a disease or care preferences with a patient is generally
seen as a task for physicians. However these topics may
equally well be discussed between nurses and residents
once the resident has been informed by a physician or
when the residents themselves bring the issues up [19–
22]. Nurses spend more time with residents on a
day-to-day basis and are, therefore, in a better position to
assess the patient’s condition and initiate or follow up
end-of-life conversations. This is especially the case in the
facilities without on-site physicians.
Previously, end-of-life communication has been dem-
onstrated to decrease aggressive life-sustaining medical
interventions, prevent hospitalizations, increase the use
of palliative care [4, 23, 24] and increase relatives’ satis-
faction with care [25]. Other research indicates, however,
that end-of-life conversations in facilities are rarely initi-
ated by care staff [10, 18, 26–29]. One possible explan-
ation is a lack of self-efficacy in initiating such
conversations [30–32]. Bandura defined self-efficacy as
“the perceived capability to perform a certain task.” The
greater the self-efficacy, the more likely the individual is
to successfully perform this task [33].
According to Bandura’s theory, successful experiences or
seeing other people having successful experiences with
end-of-life communication (mastery and vicarious experi-
ences) are associated with self-efficacy. Research into deter-
minants of the self-efficacy for nurses and care assistants in
end-of-life communication is scarce, but crucial in order to
determine how to improve self-efficacy. There is some evi-
dence that knowledge of palliative care and experience with
it, adequate staffing levels, and sufficient available time to
spend with residents are prerequisites for end-of-life con-
versations in facilities [4, 34–36]. Until now, there is no evi-
dence about the differences in self-efficacy of care staff at
mental health facilities, nursing homes, and care homes.
The aim of this study, therefore, was twofold. Firstly, to de-
scribe the knowledge of palliative care, the perceived time
pressure, and the self-efficacy of nurses and care assistants
in mental health facilities, nursing homes, and care homes
and to study the differences between them. Secondly, to
analyze whether background characteristics, knowledge
about palliative care, and time pressure are determinants of
high self-efficacy in end-of-life communication.
Methods
Design
This paper combined data from two complementary
cross-sectional surveys in the Netherlands. The first was
performed in mental health facilities and had the
broader aim of providing insights into current palliative
care practice in Dutch mental health facilities. Results
relating to nurses’ experiences with and barriers to pro-
viding palliative care to psychiatric patients have been
published elsewhere [14]. The second study concerned
the Dutch subset of the Palliative Care for Older People
(PACE) project. The PACE study was conducted in nurs-
ing and care homes in six European countries including
the Netherlands (for the study protocol, see Van den
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Block et al.6). Proportional stratified random sampling,
which took account of region, facility type and bed cap-
acity, was used to obtain representative samples for
Dutch nursing and care homes. Both studies were con-
ducted in 2015. Nursing and care homes were selected
using publicly available lists of nursing and care homes
in the Netherlands.
Participants
For mental health staff, survey invitations were sent to all
598 e-mail addresses registered with the psychiatric nurs-
ing division of V&VN (Dutch Nurses’Association). Mem-
bers of this nursing association had either completed an
educational course in nursing or in social welfare work. Of
the 598 e-mail addresses, twenty did not work. Eight
nurses stated they had insufficient experience or did not
want to fill out the questionnaire. Thirty-three nurses did
not currently work in a mental health facility and were ex-
cluded. As respondents could fill out the survey anonym-
ously, the researchers were unaware of who did and who
did not respond. Two e-mail reminders were therefore
sent to all 598 e-mail addresses.
In the PACE study, the managers of the facilities sam-
pled received a letter inviting them to participate in this
project. In each participating facility, a contact distributed
paper questionnaires amongst the care staff employed in
the facility and on duty at the time the researcher visited
the facility. A total of 851 nurses and care assistants re-
ceived invitations to participate. By means of a unique
identification code, care staff who did not respond could
be identified by the site contact, who sent out a maximum
of two reminders to non-responders [6]. In both studies,
care staff included care assistants and nurses with varying
levels of education. Three levels of education were
distinguished: low (care assistant), intermediate (licensed
practical nurse/certified nursing assistant), and high (regis-
tered nurses at bachelor and master level). In mental
health facilities, 13% of care staff had been trained in social
care, mostly in addition to nursing training.
Data collection and measurements
Questionnaires were distributed amongst care staff in men-
tal health facilities, nursing homes, and care homes. The
questionnaire included background characteristics, includ-
ing age, gender, level of education, formal training in pallia-
tive care (as part of their degree or as additional education),
number of years working in direct resident care, and num-
ber of hours per week working in direct patient care.
Knowledge of the key components of the World
Health Organization’s (WHO) palliative care definition
was used as a proxy for knowledge about palliative care
and was measured using five questions that were se-
lected from the MOVE2PC Questionnaire [37]. The
questions were measured on the original 3-point Likert
scale (disagree, do not disagree/agree, agree with the
statement). For analysis, the original scale was first con-
verted into a dichotomous scale (“answered according to
the definition” and “not answered according to the def-
inition”), as we were mainly interested in nurses who
knew the definition of palliative care. Nurses who an-
swered “do not disagree/agree” were not certain whether
or not the statement was correct and this category was
therefore merged with the group that answered incor-
rectly. Next, we calculated the sum of the number of
correct answers for each individual (range 0 to 5) and
categorized the sum into three categories to make a dis-
tinction between those whose knowledge of the defin-
ition was poor (0–1 correct answers), average (2–3
correct answers), and good (4–5 correct answers).
Time pressure was measured using 5 items assessing sat-
isfaction with the time available for giving care to patients.
This measurement was developed by Ruijters and Stevens.
Items were scored on the original 5-point scale (ranging
from completely agree to completely disagree) which was
dichotomized for analysis into “agree” (agree or completely
agree) and “do not agree” (disagree, completely disagree,
and do not agree/disagree) [38]. Those who did not agree/
disagree were categorized into “do not agree,” as they were
not sure that the available time was sufficient.
Self-efficacy in end-of-life communication was mea-
sured with the communication subscale from the
Self-efficacy in End-of-Life Care survey (S-EOLC) [39],
which comprises 8 items that were scored on an 8-point
scale ranging from 0 (“cannot do at all”) to 7 (“certainly
can do”) [34, 39]. Respondents could also choose the op-
tion “not my responsibility” (NMR). For respondents
who gave that answer to < 4 items, NMR was recoded
into “cannot do at all.” These respondents were probably
not confronted with these specific items and do not take
action when it occurs, which may indicate that they have
little or no experience with these items and are therefore
unlikely to feel competent. Respondents who answered
NMR to ≥4 items were excluded from further analysis as
they were not considered to be relevant for the outcome
of this study. Accordingly, 54 nurses/care assistants were
excluded: 8 (6.6%) working in mental health facilities, 10
(5.8%) working in nursing homes and 36 (13.9%) work-
ing in care homes. A single overall mean score was cal-
culated for each setting. Because the mean S-EOLC
scores were highly skewed to the left, the item responses
were reported in categories 0–3 (very low S-EOLC), 4–5
(below average S-EOLC), 6–7 (high S-EOLC). For the
logistic regression analyses, overall mean S-EOLC scores
were dichotomized into scores < 6 = lower (n = 247)
and ≥ 6 = high (n = 219). The cut-off point was based on
the median score for all care staff (5.75). Staff in the high
self-efficacy group had scored their efficacy as a six or
seven on all items.
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Data analysis
The survey data were analyzed in SPSS version 22. Fre-
quencies of all variables were calculated to describe the
characteristics of the study sample, knowledge about the
definition of palliative care, perceived time pressure, and
self-efficacy in end-of-life communication. Chi-squared
tests were conducted to test for differences between set-
tings. To control for possible confounding in the associ-
ation between setting and knowledge and between setting
and time pressure, logistic regression analyses were con-
ducted in which all background characteristics were added
to the model. As the overall mean S-EOLC score was not
normally distributed, a non-parametric test (Kruskal-Wal-
lis) was performed to test for differences in the overall
mean S-EOLC score between settings. P-values < 0.05
were considered to be statistically significant.
Logistic regression analyses were conducted to identify
determinants of high self-efficacy (score ≥ 6) in end-of-life
communication. First, univariable logistic regression ana-
lyses were performed to assess which variables (back-
ground, knowledge, and time) were significantly associated
with high self-efficacy. Multivariable logistic regression
analysis was then performed to create a model that best
describes which factors were associated with high
self-efficacy. In each step, the variable with the highest
p-value was excluded from the model until all variables
had p-values of < 0.05. Variables entered in the model were
setting, age, gender, level of education, formal training in
palliative care, number of years working in direct resident
care and number of hours per week working in direct care,
knowledge of the WHO’s palliative care definition, and
perceived time pressure. Odds ratios (OR) and 95% confi-
dence intervals (CI) were calculated. As age and years of
experience were largely collinear, we chose to enter age in
the multivariable model.
Results
Background characteristics
Of the eligible 537 nurses working in mental health facil-
ities, 137 filled out (29%) the questionnaire. Of the 851
nurses/care assistants working in nursing and care
homes, 440 participated (52%): 178 worked in nursing
homes and 262 in care homes (Table 1). In mental
health facilities, a higher proportion of respondents were
male compared to nursing and care homes: 25.5% versus
7.9 and 4.2% respectively. Across all settings, the major-
ity (69.1–75.9%) of staff were aged over 35. In mental
health facilities, 64% of staff had a higher educational
level compared to 5.1% in nursing homes and 5.8% in
care homes. However, compared to nursing homes and
care homes (63.3 and 54.8%), fewer mental care staff had
undertaken formal palliative care training (45.3%).
Across all three settings, two thirds of care staff had
more than 10 years of working experience in direct
patient care. Of care staff working in mental health facil-
ities, 67.2% worked at least 32 h a week compared to
32% of care staff working in facilities for elderly people.
Significant inter-group differences were found for gen-
der, level of education, palliative care training, and hours
worked per week.
Knowledge of palliative care
Care staff at mental health facilities were the most
knowledgeable about the definition of palliative care:
75.9% answered 4 or 5 items correctly compared to 38.2%
of care staff working in nursing homes and 38.8% in care
homes (p < 0.001) (Table 2). Concerning the individual
items, the majority of care staff in all settings were aware
that palliative care extends beyond treatment of pain
(77.5–87.1%) and includes care for residents’ relatives
(84.6–94.8%). Large differences were found between care
staff at mental health facilities and at nursing and care
Table 1 Background characteristics of care staff at mental
health facilities, nursing homes and care homesa
Mental
health facility
Nursing
home
Care
home
p-value
N = 137 N = 178 N = 262
% % %
Gender
Male 25.5 7.9 4.2 < 0.001
Female 74.5 92.1 95.8
Age
17–35 years 24.1 26.4 30.9 0.170
36–50 years 32.1 40.5 35.5
> 50 years 43.8 33.1 33.6
Level of educationb
Low 1.5 44.9 47.7 < 0.001
Intermediate 34.5 50.0 46.5
High 64.0 5.1 5.8
Palliative care trainingc
No 54.7 36.7 45.2 0.006
Yes 45.3 63.3 54.8
Years working in direct patient care
≤ 10 years 31.4 33.1 34.0 0.873
> 10 years 68.6 66.9 66.0
Hours per week working in this facility
< 32 h 32.8 67.4 67.6 < 0.001
≥ 32 h 67.2 32.6 32.4
aMissing values varied between settings: mental health facilities: 1 missing
observation (< 1%), nursing home: 1 missing observation (< 1%), care homes:
1–4 missing observations (< 2%). Χ [2]-test to test inter-group differences
bOf the care workers in mental health facilities, 18 were (also) trained in social
care (1 in the Intermediate and 17 in the High group)
cPalliative care training: part of pre-registration nurse training and/or
additional education after pre-registration nurse training
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homes on the items regarding the initiation of palliative
care (81% versus 49.4 and 43.5%) and inclusion of spiritual
care (88.8% versus 65.2 and 69.6%). Across all settings,
only a minority of staff were aware that palliative care and
intensive life prolonging treatment can be combined
(29.8–50.0%). Significant inter-group differences were
found for all individual items except the first (“The aim of
palliative care is treatment of pain only”). When control-
ling for care staff ’s background characteristics, significant
differences between the settings remained for “Palliative
care starts in the last week of life,” “Palliative care includes
spiritual care,” and “Palliative care includes care for the
resident’s family.” This shows that mental health facility
staff were more knowledgeable about the WHO’s defin-
ition of palliative care.
Time pressure
Across the three settings, a large proportion of care staff ex-
perienced time pressure (Table 3). Around half of all care
staff agreed with the items “I have sufficient time to discuss
problems related to residents with colleagues” and “I reckon
I would function better if there was less pressure.” Between
63.2 and 69.6% were of the opinion that they do not have
sufficient time to provide appropriate care and between 69.0
and 83.2% stated that the time they spend doing administra-
tive tasks is unreasonable and care for residents could fall
short as a result. For the latter item, a significant inter-group
difference was found (p= 0.017), but this disappeared after
controlling for nurses’ background characteristics.
Confidence in Staff’s ability to engage in end-of-life
communication
Overall, care staff felt confident about their ability to en-
gage in end-of-life communication with patients and their
families (Table 4). This was reflected by high overall mean
S-EOLC scores in all settings: mental health facilities =
5.69 (standard deviation (SD) 1.34), nursing homes = 5.26
(SD 1.24), and care homes = 5.52 (1.19) (p = 0.003). Con-
sidering the individual items, care staff working in mental
health facilities scored significantly higher than care staff
in nursing homes and care homes on the following items:
“Discussing the likely course of a life-limiting illness with
resident or their family”, “Discussing general issues related
to dying and death,” and “Having a discussion with the
resident about their specific concerns about dying and
death.” Care home staff scored significantly higher on the
items “Responding to residents asking how long they have
got to live” and “Responding to residents asking if there
will be much suffering or pain”.
Determinants of high self-efficacy in end-of-life
communication
Univariable analysis showed that setting, age, formal train-
ing in palliative care, numbers of years working in direct
care, and knowledge of the definition of palliative care were
significant determinants of high self-efficacy in end-of-life
communication (S-EOLC score ≥ 6, p < 0.05) (Table 5). The
number of years working in direct care was not significantly
associated with high self-efficacy in the multivariable ana-
lysis. Care staff who worked in nursing homes had signifi-
cantly lower odds ratios (OR = 0.36) for high self-efficacy
compared to staff working in mental health facilities. Staff
aged 36 or older (36–50 years: OR = 2.96; > 50 years: OR =
4.05), who had completed formal training in palliative care
(OR = 2.03) or answered four to five items on the palliative
care definition correctly (OR = 2.67) had significantly higher
odds ratios for high self-efficacy than those who did not.
Table 2 Knowledge of the definition of palliative carea
Mental health facility Nursing home Care home p-value
N = 137 N = 178 N = 262
% % %
Items answered according to the definition
The aim of palliative care is treatment of pain only (disagree) 87.1 77.5 79.2 0.110
Palliative care starts in the last weeks of life (disagree) 81.0 49.4* 43.5* < 0.001
Palliative care and intensive life prolonging treatment can be combined (agree) 50.0 29.8 33.5 0.001
Palliative care includes spiritual care (agree) 88.8 65.2* 69.6* < 0.001
Palliative care includes care for the resident’s family/relatives (agree) 94.8 85.4* 84.6* 0.018
Number of correct answers
0–1 3.4 13.5 10.4 < 0.001
2–3 20.7 48.3 50.8
4–5 75.9 38.2 38.8
aMissing values varied between settings: mental health facilities: 21 missing observations (15%), nursing home: 0 missing observations, care homes: 2 missing
observations (< 1%). Χ [2]-test to test inter-group differences
*Significant difference (p < 0.05) compared to mental health facilities (reference) in logistic regression analyses, controlling for gender, age, education level,
palliative care training, years working in direct patient care, and hours per week working in this facility
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Discussion
Knowledge of palliative care
Overall, care staff were reasonably well-acquainted with
the components of palliative care. Staff at mental health
facilities were more knowledgeable compared to staff at
nursing and care homes, even though a lower percentage
of them had completed palliative care training. Some
components of palliative care were better known than
others. Almost all care staff were familiar with palliative
care not being restricted to pain alleviation, but only a
minority knew that palliative care and life-prolonging
treatment can be combined. One possible explanation is
that nurses in these facilities do not have direct experi-
ence with intensive life-prolonging treatment. This is es-
pecially true for staff in nursing and care homes where
the illnesses of most patients, i.e. frail older people and
people with dementia, is characterized by a prolonged
and gradual decline [40] and where care is primarily fo-
cused on the quality of life.
Time pressure
Across the three settings, around 60% of care staff re-
ported that the available time is insufficient to provide
appropriate care. Moreover, the amount of time care
staff spent on administrative work was perceived to
harm the care for patients. This was especially true for
mental healthcare staff. Previous studies have reported
high time pressure caused by inadequate staffing levels
and the intense and time-consuming nature of palliative
care as hindering palliative care in facilities [14, 34, 36].
The shift towards outpatient mental healthcare accom-
panied by large budget cuts is increasing time pressure
in mental health facilities even more [14]. In addition, as
a result of changes in the health system, older people
suffering from chronic diseases are only admitted to a
facility when their care needs are very complex. This
again increases the workload and thus the time pressure.
As time pressure was high across all settings, this should
be tackled in order to ensure appropriate palliative care.
Factors associated with self-efficacy in end-of-life
communication
Across all settings, the care staff reported high
self-efficacy in end-of-life communication. Although this
may very well be true, it is also possible that some staff
may have overestimated their ability to converse about
these difficult issues. Due to a lack of self-awareness,
people with lower ability to communicate about the end
of life may be unable to objectively evaluate their actual
competence or lack thereof. This is referred to as the
Dunning-Kruger effect [41]. Determinants of high
self-efficacy were setting, age > 36, female, formal pallia-
tive care training, and knowledge of palliative care. Care
staff working in mental health facilities had significantly
higher self-efficacy in end-of-life communication com-
pared to care staff working in facilities for older people.
This may be due to the experience of mental health staff
with psychosocial interventions [42, 43]. Care staff in
Table 3 Time pressurea
Mental health facility Nursing home Care home p-value
N = 137 N = 178 N = 262
% % %
I have sufficient time to provide appropriate care to residents
Do not agree 63.2 67.8 69.6 0.451
Agree 36.8 32.2 30.4
The time I spend doing administrative tasks is reasonable and I am sure that residents do not fall short because of it
Do not agree 83.2 69.0 72.2 0.017
Agree 16.8 31.0 27.8
I have sufficient time and possibilities for discussing problems related to residents with colleagues
Do not agree 51.2 44.3 41.2 0.178
Agree 48.8 55.7 58.8
I have sufficient time for providing direct care to residents
Do not agree 59.2 63.2 55.8 0.301
Agree 40.8 36.8 44.2
I reckon I would function better if there was less pressure
Do not agree 42.4 46.2 50.6 0.302
Agree 57.6 53.8 49.4
aMissing values varied between settings: mental health facilities: 12 missing observations (8.8%), nursing home: 4–5 missing observations (2.3–2.8%), care homes:
2–3 missing observations (0.9–1.3%). Χ [2]-test to test inter-group differences. No significant differences were found after controlling for staff’s
background characteristics
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mental healthcare are also often trained in and accus-
tomed to discussing complex and sensitive topics such
as a wish to die [14].
While nursing home care staff are most likely to be
confronted with the care for dying residents due to the frail
population, their self-efficacy in end-of-life communication
was lowest. Care home staff may possibly exhibit higher
self-efficacy than nursing home staff because they have to
take responsibility for discussing end-of-life issues with resi-
dents themselves in the absence of an on-site physician. In
nursing homes, staff may be more inclined to leave this re-
sponsibility to the on-site physicians. Uncertainty about
who should take the responsibility to start end-of-life con-
versations can hamper its implementation [31, 32].
Table 4 Self-efficacy regarding end-of-life communication (S-EOLC). S-EOLC scored on a scale from 0 (cannot do at all) to 7
(certainly can do)a
The following items relate to end-of-life communication,
please answer the following end-of-life by circling the
number that best reflects your confidence in your own
ability to engage in these activities
Mental health facility Nursing home Care home p-value
N = 137 N = 178 N = 262
% % %
1. Discussing the likely course of a life-limiting illness with the resident
0–3 10.6 26.1 20.6 0.006
4–5 25.7 30.4 24.7
6–7 63.7 43.5 54.7
2. Discussing the likely course of a life-limiting illness with the residents’ family
0–3 11.5 27.3 19.3 0.012
4–5 26.5 26.1 22.0
6–7 61.9 46.6 58.7
3. Discussing general issues related to dying and death
0–3 5.3 9.9 9.0 0.030
4–5 22.1 34.2 22.9
6–7 72.6 55.9 68.2
4. Having a conversation with the resident about his/her specific concerns about dying and death
0–3 3.5 9.9 6.7 0.024
4–5 23.0 29.8 19.3
6–7 73.5 60.2 74.0
5. Having a conversation with the family about their specific concerns about the residents dying and death
0–3 8.0 11.8 4.9 0.098
4–5 23.0 25.5 21.5
6–7 69.0 62.7 73.5
6. Providing emotional support to the family upon bereavement
0–3 6.2 3.7 3.1 0.311
4–5 23.9 27.3 20.2
6–7 69.9 68.9 76.7
7. Responding to residents asking how long they have got to live?
0–3 13.3 16.1 7.2 0.034
4–5 22.1 29.2 30.9
6–7 64.6 54.7 61.9
8. Responding to the residents asking if there will there be a lot of suffering or pain
0–3 16.8 14.3 4.9 0.004
4–5 23.0 29.2 30.5
6–7 60.2 56.5 64.6
Overall mean score for each setting (SD) 5.69 (1.34) 5.26 (1.24) 5.52 (1.19) 0.003
aMissing values varied between settings. Mental health facilities: 16 missing observations (11.7%), 8 respondents (6.6%) were discarded from analyses (≥4 items
‘not my responsibility’ (NMR)). Nursing homes: 7 missing observations (4.1%) and 10 respondents (5.8%) were discarded from analyses (≥4 items NMR). Care
homes: 3 missing observations (1.3%) and 36 respondents (13.7%) were discarded from analyses (≥4 items). Χ [2]-test to test inter-group differences
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Table 5 Univariable and multivariable logistic regression model for the prediction of self-efficacy with regard to end-of-life
communication amongst care staff (row percentages)a
Self-efficacy score Univariable Multivariable (backward selection)
< 6 N = 271% ≥ 6 N = 226% OR (95% CI) p-value OR (95% CI) p-value
Setting
Mental health facility (n = 113) 42.5 57.5 reference reference
Nursing home (n = 161) 66.5 33.5 0.37 (0.23–0.61) < 0.001 0.36 (0.21–0.63) < 0.001
Care home (n = 223) 52.0 48.0 0.68 (0.43–1.08) 0.099 0.76 (0.45–1.27) 0.294
Age
17–35 years (n = 140) 74.3 25.7 reference reference
36–50 years (n = 187) 50.8 49.2 2.80 (1.74–4.50) < 0.001 2.96 (1.80–4.86) < 0.001
> 50 years (n = 170) 42.4 57.6 3.93 (2.42–6.39) < 0.001 4.05 (2.41–6.78) < 0.001
Gender
Male (n = 55) 60.0 40.0 reference
Female (n = 439) 54.2 45.8 1.27 (0.72–2.24) 0.417 NS
Level of education
Low (n = 167) 55.1 44.9 reference
Intermediate (n = 234) 57.7 42.3 0.90 (0.60–1.34) 0.604 NS
High (n = 92) 45.7 54.3 1.46 (0.88–2.44) 0.147 NS
Formal training in palliative care
No (n = 209) 61.7 38.3 reference reference
Yes (n = 284) 50.0 50.0 1.61 (1.12–2.32) 0.010 2.03 (1.36–3.03) 0.001
Number of years working in direct care
≤ 10 years (n = 161) 68.3 31.7 reference
> 10 years (n = 336) 47.9 52.1 2.34 (1.56–3.48) < 0.001 NS
Hours a week working
< 32 h (n = 297) 56.9 43.1 reference
≥ 32 h (n = 200) 51.0 49.0 1.27 (0.89–1.82) 0.195 NS
Knowledge of the palliative care definition
0–1 (n = 48) 75.0 25.0 reference reference
2–3 (n = 208) 57.7 42.3 2.20 (1.08–4.47) 0.029 2.11 (0.99–4.53) 0.054
4–5 (n = 236) 47.5 52.5 3.32 (1.65–6.70) 0.001 2.67 (1.24–5.73) 0.012
I have sufficient time to provide appropriate care to residents
Do not agree (n = 329) 55.0 45.0 reference
Agree (n = 162) 53.7 46.3 1.05 (0.72–1.54) 0.784 NS
The time I spend doing administrative tasks is reasonable and I am sure that residents do not fall short because of it.
Do not agree (n = 366) 53.7 46.2 reference
Agree (n = 125) 56.8 43.2 0.89 (0.59–1.34) 0.564 NS
I have sufficient time and possibilities for discussing problems related to residents with colleagues.
Do not agree (n = 219) 52.5 47.5 reference
Agree (n = 272) 56.3 43.8 0.86 (0.60–1.23) 0.408 NS
I have sufficient time for providing direct care to residents.
Do not agree (n = 290) 53.1 46.9 reference
Agree (n = 201) 56.7 43.3 0.86 (0.60–1.24) 0.429 NS
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Not surprisingly, staff trained in palliative care were
more likely to have high self-efficacy for discussing
end-of-life issues with residents and their families. Earlier
studies reported that palliative care training can improve
care staff ’s confidence with regard to talking about death
and dying [32, 44, 45]. Unfortunately, palliative care train-
ing has not yet been widely implemented in nursing edu-
cation programs and in this study only half of the care
staff had completed palliative care training. Nursing edu-
cation programs often focus on acute care nursing and fail
to address end-of-life care [4, 46]. As a result, care staff
lack knowledge of palliative care and might feel unpre-
pared to cope with dying patients [4, 35].
We also found that staff aged ≥36 had high
self-efficacy more often. This is most likely due to the
fact that they have more experience with providing pal-
liative care and talking about end-of-life issues. Existing
literature states that younger nurses are more afraid of
death, have more negative attitudes towards end-of-life
care and are less skilled in dealing with emotional work
[47, 48]. Palliative care education therefore should
ideally incorporate experiential learning in which nurses
learn by reflecting on concrete experiences with
end-of-life discussions with patients [49].
Strengths and limitations
To our knowledge, this is the first study that quantitatively
assessed care staff ’s knowledge of palliative care, the per-
ceived time pressure, and their self-efficacy in end-of-life
communication. Also, for the first time, a comparison was
made between the staff in mental health facilities, nursing
homes, and care homes. Moreover, the study identified de-
terminants for high perceived efficacy in end-of-life com-
munication. This study is, therefore, unique in offering
insights into how well care staff in long-term care facilities
are equipped to discuss end-of-life issues with residents.
There are, however, several limitations that should be ac-
knowledged. Firstly, two databases from independent stud-
ies were merged for the analysis. The differences between
the three settings might therefore be at least partially in-
duced by the different recruitment method used in the
study in the mental health facilities and the study in the
nursing and care homes. However, there were many simi-
larities in the methodology: similar participants were re-
cruited (nurses and care assistants), the questionnaires
contained the same questions and the data were collected
in the same period and country. Secondly, there is a risk of
sampling and selection bias, especially for the mental
health staff. To recruit mental health staff, a union mem-
bership list of the Dutch nurses’ association was used in-
stead of a random sample of mental health staff in the
Netherlands. Thirdly, the response rate was fairly low and
study participants are more likely to be interested in the
topic studied compared to non-responders. Our results
might therefore overestimate the actual knowledge and
self-efficacy of Dutch facility staff. Lastly, we recruited
mental health nurses who provided long-term care to pa-
tients. This type of care is mostly provided in mental health
facilities, but we cannot rule out the possibility that some
nurses provided palliative care in an outpatient setting. It is
unknown whether or not this impacted our results.
Conclusion
This study provides a good starting point for improving
end-of-life conversations in long-term care facilities by
providing evidence about factors that could improve care
staff ’s self-efficacy. As higher self-efficacy is associated
with an increased likelihood of performing a certain pro-
cedure, nursing education programs should pay more at-
tention to palliative care and end-of-life conversations in
their curriculum and use more experiential/bedside learn-
ing methods to promote successful experience with this in
an early stage of working life. Moreover, clear agreements
about who should take responsibility for initiating
end-of-life conversations should be made, as the absence
of agreements might hamper end-of-life conversations.
Abbreviations
CI: Confidence interval; NMR: Not my responsibility; OR: Odds ratio; PACE: Palliative
Care for Older People; SD: Standard deviation; S-EOLC: Self-efficacy in End-of-Life
Care; V&VN: Dutch Nurses’ Association; WHO: World Health Organization
Acknowledgements
Not applicable.
Table 5 Univariable and multivariable logistic regression model for the prediction of self-efficacy with regard to end-of-life
communication amongst care staff (row percentages)a (Continued)
Self-efficacy score Univariable Multivariable (backward selection)
< 6 N = 271% ≥ 6 N = 226% OR (95% CI) p-value OR (95% CI) p-value
I reckon I would function better if there was less pressure.
Do not agree (n = 230) 53.0 47.0 reference
Agree (n = 260) 55.8 44.2 0.90 (0.63–1.28) 0.545 NS
aTotal N = 497: 26 respondents (4.5%) did not fill in the S-EOLC questions, and 54 respondents (9.4%) were excluded from analysis since they answered ‘not my
responsibility’ ≥4 times. Missing observations varied per independent variable, ranging from 9 to 17 (1.8–3.4%). NS: not significant: all variables were included in
multivariable analyses. Using a stepwise backward selection method, all non-significant variables (p-value > 0.05) were excluded. Because of collinearity between
age and years of experience, we chose to enter only age in the multivariable model
Evenblij et al. BMC Palliative Care            (2019) 18:1 Page 9 of 11
Funding
The PACE (Palliative Care for Older People) project was funded by the
European Union’s Seventh Framework Programme (FP7/ 2007e2013) under
grant agreement 603111.
Availability of data and materials
The datasets used and analyzed during the current study are available from
the corresponding author on reasonable request.
Author’s contributions
Made substantial contributions to conception and design, or acquisition of
data, or analysis and interpretation of data. KE, MK, TS, GW, BO, RP. Involved
in drafting the manuscript or revising it critically for important intellectual
content. KE, MK, TS, GW, BO, RP. Given final approval of the version to be
published. Each author should have participated sufficiently in the work to
take public responsibility for appropriate portions of the content. KE, MK, TS,
GW, BO, RP. Agreed to be accountable for all aspects of the work in ensuring
that questions related to the accuracy or integrity of any part of the work
are appropriately investigated and resolved. KE, MK, TS, GW, BO, RP
Ethics approval and consent to participate
The Ethics Committee of the Amsterdam University Medical Centers decided
that this study does not fall under the remit of the Research Involving
Human Subjects Act as it did not involve imposing any interventions or
actions. Informed consent was not required.
Consent for publication
Not applicable.
Competing interests
The authors declare that they have no competing interests.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Author details
1Amsterdam UMC, Department of Public and Occupational Health, VUmc
Expertise Center for Palliative Care, Amsterdam Public Health Research
Institute, Vrije Universiteit Amsterdam, P.O. Box 7057, 1007 Amsterdam, MB,
Netherlands. 2End-of-Life Care Research Group, Vrije Universiteit Brussel (VUB)
and Ghent University, Brussels, Belgium. 3Amsterdam UMC, Department of
Medical Humanities, VUmc Expertise Center for Palliative Care, Amsterdam
Public Health Research Institute, Vrije Universiteit Amsterdam, Amsterdam,
Netherlands.
Received: 25 July 2018 Accepted: 26 December 2018
References
1. Kalseth J, Theisen OM. Trends in place of death: the role of demographic
and epidemiological shifts in end-of-life care policy. Palliat Med. 2017;
269216317691259.
2. Pivodic L, Pardon K, Morin L, et al. Place of death in the population dying from
diseases indicative of palliative care need: a cross-national population-level
study in 14 countries. J Epidemiol Community Health. 2016;70(1):17–24.
3. Bowman C, Whistler J, Ellerby M. A national census of care home residents.
Age Ageing. 2004;33(6):561–6.
4. Spilsbury, KH, B; McCaughan, D. Supporting nursing in care homes. York:
University of York; 2015.
5. van Oostrom SH, Gijsen R, Stirbu I, et al. Time trends in prevalence of
chronic diseases and multimorbidity not only due to aging: data from
general practices and health surveys. PLoS One. 2016;11(8):e0160264.
6. Van den Block L, Smets T, van Dop N, et al. Comparing Palliative Care in Care
Homes Across Europe (PACE): Protocol of a Cross-sectional Study of Deceased
Residents in 6 EU Countries. J Am Med Dir Assoc. 2016;17(6):566):e1–7.
7. de Kam, HM, P; van der Wal J; Wesseling W; Wulp M; Janssen W. Palliatieve
zorg bij mensen met een psychiatrische stoornis. Gids voor de praktijk.
Bunnik: Agora; 2012 [Cited: 04-06-2018.]. Available from: https://www.
netwerkpalliatievezorg.nl/Portals/137/website/2012-Palliatieve-zorg-bij-
mensen-met-een-psychiatrische-stoornis-gidsvoordepraktijk-Agora.pdf.
8. Casey DE. Metabolic issues and cardiovascular disease in patients with
psychiatric disorders. Am J Med. 2005;118(Suppl 2):15S–22S.
9. Hahm HC, Segal SP. Failure to seek health care among the mentally ill. Am J
Orthop. 2005;75(1):54–62.
10. Horjus SdL J; Magnee M; Pot AM. Palliatieve terminale zorg in instellingen
voor geestelijke gezondheidszorg. Een exploratieve study. Utrecht: Trimbos-
instituut; 2010 [Cited: 04-06-2018.]. Available from: https://www.trimbos.nl/
producten-en-diensten/webwinkel/product/?prod=DL008.
11. Inagaki T, Yasukawa R, Okazaki S, et al. Factors disturbing treatment for cancer
in patients with schizophrenia. Psychiatry Clin Neurosci. 2006;60(3):327–31.
12. Jones DR, Macias C, Barreira PJ, Fisher WH, Hargreaves WA, Harding CM.
Prevalence, severity, and co-occurrence of chronic physical health problems
of persons with serious mental illness. Psychiatr Serv. 2004;55(11):1250–7.
13. Ellison, N. Mental health and palliative care. Literature review. London:
Mental Health Foundaton 2008 [Cited: 04-06-2018.]. Available from: https://
www.mentalhealth.org.uk/publications/mental-health-and-palliative-care-
literature-review.
14. Evenblij K, Widdershoven GA, Onwuteaka-Philipsen BD, de Kam H, Pasman
HR. Palliative care in mental health facilities from the perspective of nurses:
a mixed-methods study. J Psychiatr Ment Health Nurs. 2016;23(6–7):409–18.
15. Reitinger EFK, Brazil K, Heimerl K, Hockley J, Kunz R, Morbey H, Parker D, Husebo
BS. Palliative Care in Long-term Care Settings for Older People: findings from an
EAPC Taskforce. European Journal of Palliative Care. 2013;20(5):3.
16. WHO. WHO definition of palliative care 2008. Available from: http://www.
who.int/cancer/palliative/definition/en/.
17. Holmenlund K, Sjogren P, Nordly M. Specialized palliative care in advanced
cancer: what is the efficacy? A systematic review. Palliat Support Care. 2017:1–17.
18. Morin L, Johnell K, Van den Block L, Aubry R. Discussing end-of-life
issues in nursing homes: a nationwide study in France. Age Ageing.
2016;45(3):395–402.
19. Alftberg A, Ahlstrom G, Nilsen P, et al. Conversations about Death and
Dying with Older People: An Ethnographic Study in Nursing Homes.
Healthcare (Basel). 2018;6(2):63.
20. Piers R, Albers G, Gilissen J, et al. Advance care planning in dementia:
recommendations for healthcare professionals. BMC Palliat Care. 2018;17(1):88.
21. Seymour J, Almack K, Kennedy S. Implementing advance care planning: a
qualitative study of community nurses’ views and experiences. BMC Palliat
Care. 2010;9:4.
22. Albers G, Francke AL, de Veer AJ, Bilsen J, Onwuteaka-Philipsen BD.
Attitudes of nursing staff towards involvement in medical end-of-life
decisions: a national survey study. Patient Educ Couns. 2014;94(1):4–9.
23. Brinkman-Stoppelenburg A, Rietjens JA, van der Heide A. The effects of
advance care planning on end-of-life care: a systematic review. Palliat Med.
2014;28(8):1000–25.
24. Molloy DW, Guyatt GH, Russo R, et al. Systematic implementation of an
advance directive program in nursing homes: a randomized controlled trial.
JAMA. 2000;283(11):1437–44.
25. Reinhardt JP, Chichin E, Posner L, Kassabian S. Vital conversations with
family in the nursing home: preparation for end-stage dementia care. J Soc
Work End Life Palliat Care. 2014;10(2):112–26.
26. Tavares N, Jarrett N, Hunt K, Wilkinson T. Palliative and end-of-life care
conversations in COPD: a systematic literature review. ERJ Open Res. 2017;3:
00068-2016.
27. De Gendt C, Bilsen J, Stichele RV, Deliens L. Advance care planning and
dying in nursing homes in Flanders, Belgium: a nationwide survey. J Pain
Symptom Manag. 2013;45(2):223–34.
28. Froggatt K, Vaughan S, Bernard C, Wild D. Advance care planning in care
homes for older people: an English perspective. Palliat Med. 2009;23(4):332–8.
29. Gjerberg E, Lillemoen L, Forde R, Pedersen R. End-of-life care communications
and shared decision-making in Norwegian nursing homes--experiences and
perspectives of patients and relatives. BMC Geriatr. 2015;15:103.
30. Livingston G, Pitfield C, Morris J, Manela M, Lewis-Holmes E, Jacobs H. Care
at the end of life for people with dementia living in a care home: a
qualitative study of staff experience and attitudes. Int J Geriatr Psychiatry.
2012;27(6):643–50.
31. Robinson L, Dickinson C, Bamford C, Clark A, Hughes J, Exley C. A qualitative
study: professionals' experiences of advance care planning in dementia and
palliative care, 'a good idea in theory but ...'. Palliat Med. 2013;27(5):401–8.
32. Stewart F, Goddard C, Schiff R, Hall S. Advanced care planning in care
homes for older people: a qualitative study of the views of care staff and
families. Age Ageing. 2011;40(3):330–5.
Evenblij et al. BMC Palliative Care            (2019) 18:1 Page 10 of 11
33. Bandura A. Self-efficacy: toward a unifying theory of behavioral change.
Psychol Rev. 1977;84(2):191–215.
34. Brazil K, Bedard M, Krueger P, et al. Barriers to providing palliative care in
long-term care facilities. Can Fam Physician. 2006;52:472–3.
35. Unroe KT, Cagle JG, Lane KA, Callahan CM, Miller SC. Nursing home staff
palliative care knowledge and practices: results of a large survey of frontline
workers. J Pain Symptom Manag. 2015;50(5):622–9.
36. Fosse A, Zuidema S, Boersma F, Malterud K, Schaufel MA, Ruths S. Nursing
home Physicians' assessments of barriers and strategies for end-of-life Care
in Norway and the Netherlands. J Am Med Dir Assoc. 2017;18(8):713–8.
37. Witkamp FE, van Zuylen L, van der Rijt CC, van der Heide A. Validation of the
Rotterdam MOVE2PC questionnaire for assessment of nurses’ knowledge and
opinions on palliative care. Res Nurs Health. 2013;36(5):512–23.
38. Ruijters RS. FCJ. Organisatiestructuur, rolduidelijkheid, arbeidssatisfactie en
het oordeel van verpleegkundigen over de samenwerking met artsen.
Verpleegkunde. 1992/1993;2:9.
39. Mason S, Ellershaw J. Assessing undergraduate palliative care education:
validity and reliability of two scales examining perceived efficacy and
outcome expectancies in palliative care. Med Educ. 2004;38(10):1103–10.
40. Murray SA, Kendall M, Boyd K, Sheikh A. Illness trajectories and palliative
care. BMJ. 2005;330(7498):1007–11.
41. Kruger J, Dunning D. Unskilled and unaware of it: how difficulties in
recognizing one's own incompetence lead to inflated self-assessments. J
Pers Soc Psychol. 1999;77(6):1121–34.
42. Breitborde NJ, Moe AM, Ered A, Ellman LM, Bell EK. Optimizing psychosocial
interventions in first-episode psychosis: current perspectives and future
directions. Psychol Res Behav Manag. 2017;10:119–28.
43. Renn BN, Arean PA. Psychosocial treatment options for major depressive
disorder in older adults. Curr Treat Options Psychiatry. 2017;4(1):1–12.
44. Slort W, Schweitzer BP, Blankenstein AH, et al. Perceived barriers and
facilitators for general practitioner-patient communication in palliative care:
a systematic review. Palliat Med. 2011;25(6):613–29.
45. Sommerbakk R, Haugen DF, Tjora A, Kaasa S, Hjermstad MJ. Barriers to and
facilitators for implementing quality improvements in palliative care - results
from a qualitative interview study in Norway. BMC Palliat Care. 2016;15:61.
46. Francke, ALA G.; de Veer A.J.E.; Onwuteaka-Philipsen, B.D. Nog steeds veel
behoefte aan extra scholing levenseindezorg. Tijdschrift voor
Verpleegkundigen 2012(2):4.
47. Peters L, Cant R, Payne S, et al. How death anxiety impacts nurses' caring for
patients at the end of life: a review of literature. Open Nurs J. 2013;7:14–21.
48. Erickson RJG, W.J.C. Why emotions matter: age, agitation, and burnout
among registered nurses. Online Journal of Issues in Nursing. 2007;13(1).
49. RE KDB, Mainemelis C. Experiential learning theory: previous research and
new directions. Perspect Think Learn Cogn Styles. 2001;1(8):11.
Evenblij et al. BMC Palliative Care            (2019) 18:1 Page 11 of 11
